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Duodenal  and  colonic  metastases  are  a  very  rare  causeKEYWORDS
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1. Case report
A  75-year-old  female  presented  with  asthenia  and  melena.
Her  past  medical  history  included  Alzheimer’s  disease,
laparotomy  in  childhood  due  to  unknown  reason  and  an
advanced  ovarian  neoplasm  with  peritoneal  carcinomato-
sis  in  palliative  treatment  during  the  last  year.  Two  years∗ Corresponding author.
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copic  examination  (endoscopy  and  colonoscopy)  that  were
ormal.  She  was  pale  and  her  vital  signs  were  stable.
he  abdomen  was  distended  and  asymmetric,  with  an
bdominal  surgical  scar  in  midline  and  multiple  visible  and
alpable  masses  in  all  quadrants  (Fig.  1).  Laboratory  tests
howed  hemoglobin  of  8.3  g/dL.  Endoscopy  demonstrated
n  excavated  ulcer  with  elevated  irregular  borders,  in  the
ntero-inferior  wall  of  duodenal  ﬁrst  portion  with  no  major
leeding  stigmata  (Fig.  2) and  endoscopic  biopsies  were
erformed.  Blood  transfusion  and  medical  treatment  were
tarted  and  clinical  improvement  was  observed.  However,
n  the  third  day  after  admission  she  had  haematochezia.
 colonoscopy  was  performed  and  showed  two  ulcerated
asses  in  the  sigmoid  colon  with  active  bleeding  (Fig.  3).
ndoscopic  hemostasis  with  argon  plasma  coagulation  was
ttempted  without  success.  Biopsies  were  done.  Histopatho-
ogical  examination  conﬁrmed  metastatic  malignant  ovarian
eoplasm  in  duodenum  and  colon  (Fig.  4).
.  Discussionf  gastrointestinal  bleeding.1,2 However,  they  should  be
onsidered  in  a  patient  presenting  with  gastrointestinal
leeding  and  a  previous  history  of  malignancy.1 The  main
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Figure  1  The  abdominal  examination  revealed  a  distended
and asymmetric  abdomen  with  multiple  visible  and  palpable
masses,  one  of  them  in  the  left  lower  quadrant  covered  with
purple  skin.
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Figure  2  Excavated  ulcer  with  elevated  irregular  borders,  in
the antero-inferior  wall  of  duodenal  ﬁrst  portion.issemination  pattern  in  epithelial  ovarian  neoplasm  is  the
ranscoelomic  route.  Metastasis  to  the  intestinal  mucosa  can
ccur  as  a  result  of  transmural  involvement  by  invasion  from
he  serosal  surface.  Lymphatic  and  hematogenous  dissemi-
ation  may  also  occur  in  the  case  of  advanced  peritoneal
isease.1 Symptoms  are  nonspeciﬁc  and  similar  to  those
aused  by  other  gastrointestinal  tumors:  abdominal  pain,
ltered  bowel  habits,  tenesmus,  small  bowel  obstruction
r  perforation,  hematemesis,  melena  and  anemia.  Imaging
nd  endoscopic  ﬁndings  are  unspeciﬁc  and  histopatho-
ogical  examination  allowed  deﬁnitive  diagnosis.  Special
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Figure  4  Immunohistochemistry  staining  was  positive  for  BerFigure  3  Ulcerated  mass  in  the  sigmoid  colon.mmunohistochemical  staining,  including  cytokeratin-7  and
0,  Ber-EP4  and  the  anti-calretinin  antibody,  is  important
o  conﬁrm  diagnosis.1,3--5 Prognosis  is  poor  and  treatment  is
ainly  palliative.  Endoscopic  treatment  is  hardly  effective.
-EP4  (A)  and  negative  for  the  anti-calretinin  antibody  (B).
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4Duodenal  and  colonic  metastases  of  ovarian  neoplasm  
In  some  cases  surgical  resection  and  chemotherapy  may  be
considered.2
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